feel that I was arguing against developmental assessment; I attempted several times to make it clear that I was arguing against special clinics for developmental assessment. A number of Professor Holt's references were based on the work of general practitioners doing developmental assessment in their practices. This is basically my argument, for if these assessments are to be done then the best person to do them is the patient's general practitioner who knows the family and can transmnit information in the most appropriate way. To take the developmental assessment of a child away from the context of his family seems a contradiction of the term 'whole patient care' and who other than the GP (June Proceedings, p 433) confirms the assertion by Gargano and coworkers (1974, Radiology 111, 329-339 ) that vertebral venography is of value in the diagnosis of disc disorders. Gargano et al. concluded that its place was in the examination of patients with normal or equivocal myelograms, especially when the lumbosacral disc was under suspicion. However, Dr Mace regards it as a screening procedure to be followed by radiculography if the findings are equivocal, or if the examination is unsuccessful. The difference in emphasis stems from the fact that Dr Mace submits for surgical opinion only patients in whom 'there is fairly conclusive evidence of nerve root pressure', in the majority of whom radiological confirmation has been obtained. He is looking mainly for the diagnosis. It should be remembered that the surgeon looks at radiological investigations not only for this reason, but also as a guide in carrying out the operation. One of several advantages of radiculography is that the roots can be seen within the root sleeves, and a better idea of the pathology obtained than is the case with myelography. This information is not available from venography.
The surgeon carries the full responsibility for the recommendation of an operation, for its performance, and for the result. He is in the best position to know what cases respond to operation, for he has to explain his failures. He should be given the opportunity to advise surgery or not, when the physician has decided that the case is unsuitable for conservative management. Investigations sometimes have to be repeated by surgeons when physicians have obtained a diag-nosis, but have not produced all the information necessary for operation. The surgeon should therefore be consulted, if possible, before investigations of this nature are performed. If he decides not to operate on clinical grounds, there may well be no justification in doing them. Yours truly PETER H SCHURR 16 June 1976 From Dr B E WMace Dear Sir, I have read with interest the letter from Mr Peter Schurr. It is true. that the main aim of the investigation of vertebral venography is diagnosis; this investigation involves little discomfort and loss of time to the patient and, if it shows abnormality, can easily and justifiably be followed by radiculography if the surgeon feels that this is necessary before operation is undertaken. These investigations are all carried out in close collaboration with the orthopedic team and a more quantitative assessment is in course of preparation. Yours Queen Squiare, London WCJ Dear Sir, I was delighted to read the article on lumbar venography by Dr Mace (June, p 433), particularly since it was written by a non-radiologist. In many situations an enthusiastic radiologist can persuade his colleagues of the value of a given radiological procedure; however, clinicians are much more likely to accept such ideas where they are proposed by their colleagues, rather than by others who might have vested interests.
Theron (Annales de Radiologie, in press) has suggested that the classical anatomical descriptions are incorrect, and that the four longitudinal epidural veins frequently seen in the anteroposterior projection are all anterior, and has adduced a certain amount of evidence, both anatomical and radiological, in support of this opinion. Like Professor Theron, we routinely use bilateral femoral vein puncture, and attempt to catheterize the contralateral lateral sacral veins, which drain into the internal iliac vein. This produces good fillling of the veins around the last disc space, and reduces the number of false positive results due to incomplete filling of these veins. If only one side can be catheterized, it should be the symptomatic side. We use the same abdominal compression device as for intravenous urography.
Working in a neurological hospital undoubtedly colours our approach to myelography, which we would not regard as such a dreadful procedure; this, I believe, would be confirmed by our patients. Metrizamide (Amipaque), the latest nonionic soluble contrast medium, soon to be released for general use in Britain, also appears to represent a considerable advance over its predecessors. We would thus reverse Dr Mace's suggested order of investigation to read myelography followed by venography in equivocal cases, since our experience also suggests that the venogram is particularly superior to the myelogram for the diagnosis of lateral disc protrusions at the L5-S1 level.
Lastly, Professor Theron (1976, Radiology 118, 73-81) has demonstrated that the-selective injection of epidural veins is also valuable in the investigation of disease processes in the cervical region. Yours (Lederman M, 1967, Journal of Laryngology and Otology 81, 151) . The outlook is thus perhaps not quite as good as Mr Shaw thinks. Mr Shaw disagrees with my opinion that patients with an antral carcinoma, particularly an antro-ethmoidal carcinoma (as I emphasized in my oral presentation) with a gland in the neck are seldom helped by surgery. He states that such a patient should certainly be treated, but again data from his own institution (Lederman M, 1970, Journal ofLaryngology and Otology 84, 369) show that' the survival rate for patients with a carcinoma of the antro-ethmoidal complex and a gland in the neck is 0.0%. I submit that these figures from Mr Shaw's own institution do tend to support my opinion that surgery seldom cures these patients.
Mr Shaw also disagrees with my statement that 'there is no evidence that prophylactic neck dissection increases survival time for patients with cancer of the head and neck' and states that in certain instances, which he quotes, prophylactic neck dissection has 'a real value'. I have been quite unable to find any paper 'which produces any evidence based on a properly conducted clinical trial that this procedure increases the survival rate; furthermore, Robin recently reviewed this topic (1976, Clinical Otolaryngology 1, in press) and has also been unable to find any evidence whatever to support the efficacy of this procedure.
It is axiomatic that the efficacy of any form of treatment which has not been subjected to a properly conducted trial is unproven and I must insist on this point. I cannot make any useful comment on Dr Levene's letter since he obviously has not read my article: he states that my account was based on an experience of 30 patients, whereas it is quite clearly stated in the first paragraph that my opinions are based on a series of 2000 patients. Yours faithfully P M STELL
June 1976
From Mr Peter McKelvie Dear Sir, Dr Levene (July, p 537) asks what is meant by a 'functional neck dissection'. This is indeed a surgical procedure removing the lymph node field in the connective tissue, fat and other soft structures surrounding it, but leaving the sternomastoid, internal jugular vein and other major structures in the neck. The hallmark of the procedure is that it ventures very close to lymph nodes, and should such a node involving cancer be attached to the internal jugular vein, then the result can only be described as brinkmanship. The steepness of the wave is a feature of many of the specimens examined. This means that very large involved nodes are found next to microscopically involved nodes; the appearances are of massive overwhelming of one node before involvement of the adjacent one, which I understand does not occur with many other carcinomas in node fields.
Dr Levene is on firmer ground in discussing regression of tumour; natural, spontaneous necrosis, especially of larger, anoxic centred masses, as well as keratin granuloma, have been features of these specimens. However, ghosts of nodes, or changes at the leading edge of the tumour have not been seen. I appreciate full well Dr Levene's feeling that these studies are properly the realm of pathologists, and he can rest assured that they will remain so. However, a great gap between the postmortem table and the paraffin section occasionally has to be bridged by those engaged in the fine surgical anatomy of these closely packed lesions. Your sincerely PETER MCKELVIE
